Dear Editor, We read the comment by Beuy Joob and Viroj Wiwanitkit on our article BIsolated brainstem tuberculomas^ [3] with great interest, and we acknowledge your interest and concern about this entity. In tropical countries a history of either systemic or neuro-tuberculosis may be supportive but not indicative of diagnosis. In such cases, if imaging is suggestive of tuberculoma, then antitubercular therapy (ATT) can be started with reasonable confidence without biopsy. In this sense, we completely agree with the authors that the pathological specimen is rarely required for confirmation of the diagnosis. In addition, as supported by our paper and confirmed by previous reports [1, 2] , the yield of a specimen for culture in cases of tuberculomas is rarely informative except to prove that it is an inflammatory lesion. Regarding misdiagnosing a tuberculoma as a malignant lesion, careful multimodality imaging can give a diagnosis in the majority of cases with reasonable confidence [4] .
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In cases where there is clinical deterioration in spite of antitubercular therapy (ATT), along with an increase in lesion size, a different diagnosis should be thought of, and stereotactic biopsy can be attempted. In cases where there is clinical improvement but the lesion size is not decreasing over time, then infection with drug-resistant tuberculosis can be considered and second-line treatment can be initiated. In our series, all patients who took ATT had clinical improvement but two showed slow resolution of the lesion on imaging despite being on ATT. These patients were suspected to be experiencing drug resistance, and second-line drugs were added, after which resolution occurred, although at a slower pace. We agree with the comments that change in ATT drugs should depend on the local prevalence of drug-resistant organisms, as biopsy may not yield any culture at all. Overall, biopsy should be considered when ATT fails to provide clinical improvement or there is radiological progress and there is strong suspicion of some other diagnosis.
